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Abstract
Background: Intramural leiomyomas have been long debated as a potential cause of infertility and pregnancy loss.
Findings: Previous research has linked intramural fibroids to defective implantation, as well as to abnormal
peristaltic events of the uterine smooth muscle. Previous reports describe the effects of intramural fibroids on
normal human fertility and early pregnancy loss, specifically in regards to implantation failure.
Conclusion: A thorough understanding of prior research may direct new research focus, leading to better
understanding of leiomyoma-associated infertility.
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Introduction
Uterine leiomyomas, or fibroids, can occur in up to
60 % of women before the age of 40, and 80 % of women
before the age of 50 [1]. Fibroids may be the sole cause
of infertility in 2–3 % of women [2]. Studies suggest an as-
sociation between the presence of submucosal fibroids and
subfertility and pregnancy loss, however the reproductive
sequelae of intramural fibroids are even less clear [3]. Some
studies have shown no association between intramural
(IM) fibroids and in vitro fertilization (IVF) success [4, 5],
while others have indicated the presence of IM fibroids
reduces the success of IVF cycles [6, 7]. A meta-analysis
of 19 observational studies suggests that non-cavitary-
distorting IM fibroids have a significantly reduced clinical
pregnancy rate and live birth rate (RR of 0.85, and 0.79,
respectively) in IVF cycles [8]. However, many of the early
studies assessing the effect the IM fibroids on fertility do
not stratify by fibroid size or location, proximity of fibroids
to the endometrium, age of the patient at time of diagnosis,
or the method the fibroid was detected. These factors limit
the applicability of these studies to clinical practice. A
recent study delineated fibroids into two categories:
fibroids smaller and larger than 2.85 cm, and found that
the effect of fibroids impairing delivery rate after IVF
did not become significant until fibroids reached a size
greater than 2.85 cm [9]. While this study does address
myoma size, it fails to mention proximity of the fibroids to
the endometrial cavity. The Federation Internationale de
Gynecologie et d’Obstetrique (FIGO) released a leiomyoma
classification system to assist in classifying and treating
abnormal uterine bleeding [10]. It is not clear if this classi-
fication system will assist in a better understanding of the
effects intramural fibroids have on reproduction and
pregnancy loss. The disparity in the current body of re-
search illustrates the need to better characterize the impact
of fibroid size, location and number on reproductive health.
Uterine fibroids have distinct gross and microscopic mor-
phologic findings that distinguish them from malignancies.
Several subtypes of leiomyomas exist, as shown in Table 1.
The varying gross and morphologic presentation of uterine
fibroids (Table 1) demonstrate the limited understanding
about the effects of this variable benign tumor on human
fertility. One such fibroid subtype, leiomyomas with bizarre
nuclei (LBNs), has recently been linked to higher levels of a
regulator of apoptosis, MIB-1 (mindbomb E3 ubiquitin
protein ligase 1, also referred to as Ki-67) in the endomet-
rium [11]. MIB-1 is also elevated in endometriosis [12].
This finding may suggest that not just fibroid size or
location, but even fibroid morphologic subtype may
play a role in subfertility seen in patients with uterine
fibroids. There is currently no evidence that imaging
can accurately identify morphologic subtypes, which
makes diagnosing fibroid morphology subtypes during
pregnancy not possible. Further research may correlate
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leiomyoma microscopic subtypes with different effects
on human fertility.
Surgical removal of fibroids via myomectomy has been
long purported to improve fertility in patients with infer-
tility secondary to myomas [13, 14]. While there may be
a small protective benefit of myomectomy for spontan-
eous abortion, the evidence to date does not suggest that
myomectomy for IM fibroids improves pregnancy rates
and ongoing live birth rates [15, 16]. There are a limited
number of well controlled studies to address the efficacy
of fibroid removal and as mentioned above, additional
research is needed to address the impact of fibroid size,
number, and proximity to the endometrium in interven-
tion trials as well [17]. While reviews have previously
addressed potential pathophysiological implications of
uterine fibroids, none have focused on the pathophy-
siological effects IM fibroids may have on fertility and
pregnancy loss [18]. The goal of this manuscript is to
provide as a narrative review of the literature for poten-
tial effects that uterine fibroids may have on normal
fertility, with specific attention to intramural myomas.
Information included in this review was obtained via
PubMed searches for articles published in the English lan-
guage from the year 1960 to 2014. The following key words
were used in to reveal articles of relevance: “leiomyoma”,
“myoma”, “fibroid”, implantation”, “peristalsis”, “IVF”, in
vitro fertilization”, “fecundity”, “myomectomy”, and well as
the titles of known endometrial markers of implantation.
Case reports or descriptions of therapies without informa-
tion regarding evaluations of fertility were not included in
this review. The potential effects of intramural fibroids were
separated into alterations in implantation factors, alter-
ations in the uterine junctional zones, effects of the fibroid
pseudocapsule, and abnormal uterine peristalsis.
Findings
Alterations in implantation factors
HOXA10 is a widely studied homeobox gene which is
responsible for cellular differentiation in the human uterus.
In an animal model, the reduction or absence of HOXA10
in the uterine endometrium leads to subfertility or infertility
due to the inability of the embryo to implant [19]. In a
study by Rackow and Taylor, HOXA10 was shown to be
significantly reduced in submucosal fibroids compared to
controls, and while patients with intramural fibroids
had a trend towards lower HOXA10, the trend was not
significant [20]. In contrast, Matsusaki and colleagues
did demonstrate a significant decrease in HOXA10 in
patients with intramural fibroids compared to healthy
patient controls [21]. There were key differences in
these studies. The former study enrolled fertile patients
at time of hysterectomy, and HOXA10 was evaluated in
the follicular phase. The latter study compared subfertile
patients with fertile controls and measured HOXA10 via
endometrial biopsy in the luteal phase, 7 days after
luteinizing hormone (LH) surge was detected. HOXA10 is
up regulated in the secretory phase, which may play a key
role in detecting a change in HOXA10 expression in the
latter study. A recent study measured HOXA10 before
and after myomectomy. Although underpowered, the
study found a nonsignificant trend towards decreased
HOXA10 in patients with intramural fibroids before myo-
mectomy compared to after myomectomy [22]. A possible
mechanism for this interaction is the secretion of TGF-β3
by leiomyomas [23]. TGF-β3 (transforming growth factor,
beta 3) induces resistance of a local growth factor, bone
morphogenetic protein 2 (BMP-2), which ultimately leads
to suppressed HOXA10, resulting in defective uterine
decidualization.
Glycodelin is another implantation factor that has
been studied in patients with fibroids. Glycodelin has
many properties, including promoting angiogenesis and
suppressing natural killer (NK) cells. It also appears to
inhibit binding of the spermatozoa to the zone pellucida.
Like HOXA10, glycodelin levels are reduced in the
follicular phase and increased at time of implantation
[24]. Glycodelin has also been shown to have altered ex-
pression in patients with uterine fibroids. A prospective
cohort study compared uterine flushings obtained 7 days
after a LH surge in fertile women with and without
Table 1 Leiomyoma subtypes and associated microscopic findings
Benign leiomyoma subtype Microscopic findings
Benign leiomyoma Findings include fascicles of spindle cells mixed with varying levels of collagen.
Large blood vessels are present, and there is mild to absent cellular atypia and mitosis [58].
Mitotically active leiomyoma Fibroid findings include necrosis, hemorrhage, vascular intrusion. Contains 5–9 mitotic
figures (MF) per 10 high power fields (HPF) with no atypia [59].
Leiomyomas with bizarre nuclei (LBNs) Microscopically, LBNs have the presence of aytipical pleomorphic nuclei.
They may have high cellularity, and contain 2–7 MF/10HPFs [60].
Hydropic leiomyoma These fibroids have focal collections of edema-like fluid and show hyaline degeneration [61].
Myxoid leiomyoma Findings include large collections of acellular myxoid matrix, rich in acid mucins. They
demonstrate a low mitotic rate (<2 MF/10 HPFs) [58].
Epitheloid leiomyoma These benign leiomyomas have at least 50 % of cells as epitheloid, but demonstrate
a low mitotic rate (<3MFs/10HPFs) [58].
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submucosal fibroids. Glycodelin and interleukin 10 (IL-
10) was significantly reduced in the fibroid cohort [25].
A separate study evaluated glycodelin levels in plasma
and uterine flushings in 44 women seeking infertility
care. This prospective cohort study obtained plasma and
endometrial glycodelin levels in the follicular phase.
Women with a normal uterine cavity and absence of
fibroids served as controls. Study subjects included sub-
mucosal (n = 7) and intramural fibroids (n = 5), as well
as patients with uterine polyps (n = 12). The fibroid and
polyp cohorts had significantly higher levels of plasma
glycodelin than the control group, and only polyps had a
significantly elevated uterine cavity glycodelin. Due to
the low number of intramural fibroids (n = 5), a sub-
group analysis was not performed [26]. It is unclear from
these two studies whether fibroids increase glycodelin
levels in the follicular phase or decrease glycodelin in
the secretory phase. A study by Sanoee et al. evaluated
endometrial expression of glycodelin in the luteal phase
before and after removal of intramural fibroids that did
not distort the uterine cavity, and found a significantly
lower level of glycodelin after fibroid removal compared
to the baseline level before surgery [27]. Twelve infertile
patients with intramural fibroids greater than 5 cm not
impinging on the endometrial cavity were enrolled in
this study.
Leukemia inhibitory factor (LIF) is essential for blasto-
cyst implantation [28], and has also been studied in endo-
metrium affected by uterine fibroids. Endometrial LIF
mRNA expression was measured prospectively in patients
with submucosal or intramural fibroids, and compared
with normal uterine cavity patients serving as controls.
Samples were acquired via curettage during the follicular
phase. There was no difference noted in LIF mRNA
expression between the three cohorts [20]. A similar study
was performed evaluating the expression of LIF using
quantitative RT-PCR in patients with abnormal uterine
cavities (submucosal fibroids and polyps) and control pa-
tients. Patients with intramural fibroids were not included.
Expression was measured in all phases on the menstrual
cycle, and LIF was noted to be significantly reduced in the
mid-secretory phase when compared to control [29].
Unfortunately, no comparison of LIF expression has been
performed in patients with intramural fibroids during
the secretory phase. Other implantation factors including
E-cadherin, important for blastocyst attachment and
subsequent invasion, and β-catenin, a mediator of the
Wnt signaling pathway, have been suggested as potential
markers of implantation that are affected by uterine
fibroids. No differences in mid-secretory expression be-
tween controls and patients with intramural or subserosal
fibroids were found in a prospective cohort trial [30].
Horcajades et al. performed a unique study assessing the
effect of intramural fibroids on endometrial implantation
factors noted to have uterine fibroids while undergoing
evaluation for donor oocyte in vitro fertilization cycle
(IVF) [31]. In this study, endometrial samples were ac-
quired before patients underwent myomectomy. Fibroids
were grouped into less than/greater than 5 cm, and were
not encroaching upon the uterine cavity. A microarray
was performed on patient’s endometrial tissue samples,
and compared to a control group without uterine fibroids
also undergoing donor oocyte IVF. The microarray con-
sisted of 25 implantation factor genes, which the authors
previously published as the relevant genes of implantation
interest. These genes were identified by comparing endo-
metrial tissue sample arrays obtained during the natural
cycle window of implantation, an IVF-stimulated cycle
during the window of implantation, and endometrium
samples obtained during the non-receptive portion of a
natural menstrual cycle [32]. Three genes of interest were
down-regulated in the fibroid cohort, those being GPx3,
placental protein 14 (or glycodelin), and aldehyde de-
hydrogenase three family, member B2. The authors noted
that these genes were also down-regulated in nonoptimal
conditions such as controlled ovarian hyperstimulation
cycles using GnRH agonists, and in the presence of an
intrauterine device. It is worth pointing out that the
fibroid cohort in this study did not have a listed history of
subfertility or recurrent pregnancy loss. Thus, it is unclear
whether infertile patients with intramural fibroids as the
only known cause of infertility compared to age matched
controls may have resulted in a different outcome. In a
recent study, another implantation factor, GP×3 (or
glutathione perioxidase 3) has been measured in infer-
tile patients with intramural fibroids before and after
myomectomy but the rise in levels after surgery was
insignificant [27].
Intramural leiomyomas appear to reduce of HOXA10,
and possibly alter glycodelin levels in the secretory phase
endometrium. Prior research does not demonstrate
changes in leukemia inhibitory factor in the presence of
intramural fibroids. A microarray study did not demon-
strate differences in select implantation factors between
patients with intramural myomas and controls, but it is
not clear if the fibroid cohort suffered from subfertility
or early pregnancy loss.
Alterations in the uterine junctional zone
The inner third of the myometrium, the layer that
immediately abuts the endometrium, has been labeled as
the uterine junctional zone. This layer has been shown
to be architecturally different from the rest of the myo-
metrium, and is the origin of myometrial contractions
on cine MR(cine MR refers to a cycle of rapidly recorded
images taken in sequence and displayed in an active
movie display) [33]. Thickening or disruption of this
layer by adjacent fibroids may also contribute to poor
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reproductive performance [34]. The junctional zone
changes dramatically in response to estrogen and pro-
gesterone with cycle changes, in contrast to the rest of
the myometrium. Estrogen and progesterone receptor
expression is also cycle phase dependent [35]. Around
5–7 days after ovulation, at the time of implantation,
myometrial contractions are limited and decidualization
of the endometrium and junctional zone takes place. The
differentiation of tissue in the decidualization process
takes place in part by the work of uterine natural killer
cells (uNK) and macrophages. uNK cells are the most
abundant immune cells in the uterus at the time of
implantation, and an alteration of uNK cell number has
been associated with implantation failure [36].
Kitaya et al. looked at uNK cells and macrophages in pa-
tients with and without uterine fibroids [37]. After hyster-
ectomy, endometrium was sampled from the nearest and
largest fibroid, and a second sample was obtained from
the contralateral side of the uterus. In the mid-secretory
phase, uNK cells were significantly reduced, and macro-
phage cells were significantly increased in endometrium
near fibroids compared with endometrium away from the
fibroids, and significantly reduced when compared to
healthy controls. Unfortunately, the data in this study was
not stratified by uterine fibroid type, and although fertile,
the average age of participants was over 40 years in both
cohorts. Since intramural uterine fibroids often abut the
endometrium without distorting the cavity, alterations in
adjacent macrophages could alter the decidualization
process needed for implantation.
It is also possible that physical disruption of the junc-
tional zone occurs with the presence of intramural uterine
fibroids, leading to implantation failure as seen in infertility
and early pregnancy loss [38]. There also may be changes
in expression of estrogen and progesterone (and their
associated receptors) in the junctional zone with increased
expression of aromatase, changes in estrogen receptor pre-
dominance, and possible changes in progesterone receptor
expression that occurs with intramural fibroids [39–41].
More work in this area with a subfertile population (strati-
fied for fibroid type and cavity involvement) is needed
before further inferences can be made.
Uterine myometrial peristalsis
Cine mode magnetic resonance imaging (MRI) has led
to the capture of several kinematic events of the human
pelvis. One such event is the presence of myometrial
contractions of the uterus [42]. Contractions increase in
frequency from menses to the mid-ovulatory phase of
the cycle, and progress from the cervix to the fundus.
After ovulation, the frequency of contractions reduces
(from 2–3 times per minute) to relatively quiet at time
of implantation. The direction of contractions or peri-
stalsis is also reversed in the luteal phase [43]. An initial
study looking at the effects of fibroids on uterine con-
tractions showed contractions present with all fibroid
types (SM, IM, SS). Peristalsis was focally obscured in
33 % of SM fibroid patients, and not in other fibroid
types. This study was limited by crossover between
fibroid types (some SM patients also had IM fibroids),
small patient enrollment (22 total), and differing
menstrual phases within each fibroid type [44]. Further
studies demonstrated increased myometrial peristalsis in
patients with IM and SM fibroid types when compared
with healthy controls during the mid-luteal cycle phase,
and decreased peristalsis in peri-ovulatory phase [45, 46].
The link between infertility and abnormal uterine peri-
stalsis in patients with intramural fibroids was explored
by a study by Yoshino and colleagues. Ninety-five infer-
tility patients with IM fibroids only were included in this
study. Cine mode MRI was performed during the period
of implantation (luteal phase days 5–9), and patients
were categorized into low frequency and high frequency
peristalsis groups. High frequency was categorized as
have greater than or equal to two peristaltic movements
within 3 min, and patients were categorized as low
frequency if they had less than two movements in 3 min.
Patients in both groups had similar numbers and
maximum diameter of fibroids (about half in each group
had endometrial cavity involvement by fibroids). Patients
in both groups were treated with increasing levels of
therapy for infertility (natural cycle, ovulation induction
with oral agents and/or injectable gonadotropins, and
intrauterine insemination). The pregnancy rate over
2 years was 34 % in the low-frequency peristalsis group,
and 0 % in the high-frequency peristalsis group, empha-
sizing that abnormal uterine peristalsis is a likely a cause
of infertility, and can result from the presence of intra-
mural fibroids [47]. Limited data suggests that myomec-
tomy and uterine artery embolization may reduce the
increased peristalsis seen in some patients with IM
fibroids [48, 49]. A retrospective study by Yoshino et al.
looked at 15 patients with IM fibroids that had high
frequency uterine peristalsis (≥2 peristaltic movements
in 3 minutes) in the mid-luteal phase. Following myo-
mectomy, peristalsis normalized in 14 of 15 patients.
Pregnancy rate was 40 % over the course of one year
after surgery [50].
The fibroid pseudocapsule
Leiomyomas of the uterus are surrounded by an easily
identifiable external layer at the time of myomectomy,
referred to as the fibroid pseudocapsule (PC). The PC
surrounds the rest of the myoma with a bundle of
smooth muscle cells and a vascular capsule, which
provides the myoma its blood supply [51]. Research has
identified the pseudocapsule as a site rich in neurotrans-
mitters and neurovascularization. Endoglin and CD34, a
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marker of neovascularization, is upregulated in the PC
compared to fibroid and surrounding myometrium,
implicating the PC’s role in neovascularization of the
fibroid [52, 53]. The capsule thickness varies with fibroid
type and location. Submucosal fibroid PCs are signifi-
cantly thicker than intramural myoma PCs, and intra-
mural PCs are significantly thicker than subserosal PCs.
Thickness also increases as the fibroid location is closer
to the cervix [54]. Thickness of capsule likely alters
expression of numerous modulators, as PC found closer
to the cervix have higher expressions on enkephalin
and oxytocin. These neuropeptides may alter fertility by
inducing abnormal uterine contractions. The capsule
and associated cytokines, growth factors and hormones
may be responsible for the abnormal uterine peristalsis
seen in other myoma research studies, or pregnancy
complications seen in fibroid uteri [55]. Intramural
fibroid PC has also been associated with increased
levels of neurotensin, neuropeptide tyrosine, and pro-
tein gene product 9.5- all of which can induce muscular
contractions [56]. Premature uterine contractions could
lead to disruption of early pregnancies, or could be the
cause of preterm delivery as seen in women with large
intramural fibroids [57].
Conclusions
Very little is known about the mechanism by which
intramural fibroids impact human fertility (see summary
of current known data in Fig. 1). Molecular detection of
uterine implantation factors that demonstrated significant
findings in patients with submucosal fibroids, often dem-
onstrated a non-significant trend towards similar findings
in intramural fibroid patients. More robust study design
and higher numbers of patients are needed to maximize
the potential of detecting a smaller but important differ-
ence. The use of MRI to detect uterine peristalsis is very
promising, but further widespread application of this tech-
nique is needed to see if both the frequency and impact of
this phenomenon with intramural fibroids.
Future studies should be designed comparing infertile
women with intramural fibroids as the only cause of
infertility, or patients with IM fibroids and recurrent
pregnancy loss, to fertile women without uterine fibroids.
In addition, implantation factors should likely only be
Fig. 1 Potential causes of decreased fertility and pregnancy loss in patients with intramural fibroids. (IMF- intramural fibroid, PC- fibroid
pseudocapsule, JZ- uterine junctional zone, ES- endometrium, ER- estrogen receptor, PR- progesterone receptor, uNK- uterine natural killer cells.)
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measured in their time of highest expression, during the
window of implantation. Further studies are needed after
myomectomy, uterine artery embolization, MRI guided
high frequency ultrasound therapy, and various medical
therapies to provide insight following therapy designed to
improve fertility but lacking rigorous proof.
Competing interests
The author(s) declare that they have no competing interests.
Authors’ contributions
BP performed the literature review and drafted the manuscript. GB participated
in the design of the study and helped to draft the manuscript. Both authors
read and approved the final manuscript.
Received: 1 June 2015 Accepted: 19 August 2015
References
1. Baird DD, Dunson DB, Hill MC, Cousins D, Schectman JM. High cumulative
incidence of uterine leiomyoma in black and white women: ultrasound
evidence. Am J Obstet Gynecol. 2003;188:100–7.
2. Practice Committee of American Society for Reproductive M. Myomas and
reproductive function. Fertility and sterility 2008, 90:S125-130.
3. Penzias AS. Recurrent IVF failure: other factors. Fertil Steril. 2012;97:1033–8.
4. Klatsky PC, Lane DE, Ryan IP, Fujimoto VY. The effect of fibroids without
cavity involvement on ART outcomes independent of ovarian age.
Hum Reprod. 2007;22:521–6.
5. Surrey ES, Lietz AK, Schoolcraft WB. Impact of intramural leiomyomata in
patients with a normal endometrial cavity on in vitro fertilization-embryo
transfer cycle outcome. Fertil Steril. 2001;75:405–10.
6. Hart R, Khalaf Y, Yeong CT, Seed P, Taylor A, Braude P. A prospective
controlled study of the effect of intramural uterine fibroids on the outcome
of assisted conception. Hum Reprod. 2001;16:2411–7.
7. Eldar-Geva T, Meagher S, Healy DL, MacLachlan V, Breheny S, Wood C. Effect
of intramural, subserosal, and submucosal uterine fibroids on the outcome
of assisted reproductive technology treatment. Fertil Steril. 1998;70:687–91.
8. Sunkara SK, Khairy M, El-Toukhy T, Khalaf Y, Coomarasamy A. The effect of
intramural fibroids without uterine cavity involvement on the outcome of
IVF treatment: a systematic review and meta-analysis. Hum Reprod.
2010;25:418–29.
9. Yan L, Ding L, Li C, Wang Y, Tang R, Chen ZJ. Effect of fibroids not
distorting the endometrial cavity on the outcome of in vitro fertilization
treatment: a retrospective cohort study. Fertil Steril. 2014;101:716–21.
10. Munro MG, Critchley HO, Fraser IS. Group FMDW: The FIGO classification of
causes of abnormal uterine bleeding in the reproductive years. Fertil Steril.
2011;95:2204–8. 2208 e2201-2203.
11. Sun X, Mittal K. MIB-1 (Ki-67), estrogen receptor, progesterone receptor, and
p53 expression in atypical cells in uterine symplastic leiomyomas. Int J
Gynecol Pathol. 2010;29:51–4.
12. Park JS, Lee JH, Kim M, Chang HJ, Hwang KJ, Chang KH. Endometrium from
women with endometriosis shows increased proliferation activity. Fertil
Steril. 2009;92:1246–9.
13. Stevenson CS. Myomectomy for Improvement of Fertility. Fertil Steril.
1964;15:367–84.
14. Babaknia A, Rock JA, Jones Jr HW. Pregnancy success following abdominal
myomectomy for infertility. Fertil Steril. 1978;30:644–7.
15. Olive DL. The surgical treatment of fibroids for infertility. Semin Reprod
Med. 2011;29:113–23.
16. Metwally M, Cheong YC, Horne AW. Surgical treatment of fibroids for
subfertility. Cochrane Database Syst Rev. 2012;11:Cd003857.
17. Pritts EA, Parker WH, Olive DL. Fibroids and infertility: an updated systematic
review of the evidence. Fertil Steril. 2009;91:1215–23.
18. Makker A, Goel MM. Uterine leiomyomas: effects on architectural, cellular,
and molecular determinants of endometrial receptivity. Reprod Sci.
2013;20:631–8.
19. Cakmak H, Taylor HS. Implantation failure: molecular mechanisms and
clinical treatment. Hum Reprod Update. 2011;17:242–53.
20. Rackow BW, Taylor HS. Submucosal uterine leiomyomas have a global
effect on molecular determinants of endometrial receptivity. Fertil Steril.
2010;93:2027–34.
21. Matsuzaki S, Canis M, Darcha C, Pouly JL, Mage G. HOXA-10 expression in
the mid-secretory endometrium of infertile patients with either
endometriosis, uterine fibromas or unexplained infertility. Hum Reprod.
2009;24:3180–7.
22. Alizadeh Z, Faramarzi S, Saidijam M, Alizamir T, Esna-Ashari F, Shabab N,
et al. Effect of intramural myomectomy on endometrial HOXA10 and
HOXA11 mRNA expression at the time of implantation window. Iran J
Reprod Med. 2013;11:983–8.
23. Sinclair DC, Mastroyannis A, Taylor HS. Leiomyoma simultaneously impair
endometrial BMP-2-mediated decidualization and anticoagulant expression
through secretion of TGF-beta3. J Clin Endocrinol Metab. 2011;96:412–21.
24. Seppala M, Koistinen H, Koistinen R, Chiu PC, Yeung WS. Glycosylation
related actions of glycodelin: gamete, cumulus cell, immune cell and clinical
associations. Hum Reprod Update. 2007;13:275–87.
25. Ben-Nagi J, Miell J, Mavrelos D, Naftalin J, Lee C, Jurkovic D. Endometrial
implantation factors in women with submucous uterine fibroids. Reprod
Biomed Online. 2010;21:610–5.
26. Richlin SS, Ramachandran S, Shanti A, Murphy AA, Parthasarathy S.
Glycodelin levels in uterine flushings and in plasma of patients with
leiomyomas and polyps: implications for implantation. Hum Reprod.
2002;17:2742–7.
27. Farimani Sanoee M, Alizamir T, Faramarzi S, Saidijam M, Yadegarazari R,
Shabab N, et al. Effect of myomectomy on endometrial glutathione
peroxidase 3 (GPx3) and glycodelin mRNA expression at the time of the
implantation window. Iran Biomed J. 2014;18:60–6.
28. Guzeloglu-Kayisli O, Kayisli UA, Taylor HS. The role of growth factors and
cytokines during implantation: endocrine and paracrine interactions.
Semin Reprod Med. 2009;27:62–79.
29. Hasegawa E, Ito H, Hasegawa F, Hatano K, Kazuka M, Usuda S, et al.
Expression of leukemia inhibitory factor in the endometrium in abnormal
uterine cavities during the implantation window. Fertil Steril. 2012;97:953–8.
30. Matsuzaki S, Darcha C, Maleysson E, Canis M, Mage G. Impaired down-
regulation of E-cadherin and beta-catenin protein expression in endometrial
epithelial cells in the mid-secretory endometrium of infertile patients with
endometriosis. J Clin Endocrinol Metab. 2010;95:3437–45.
31. Horcajadas JA, Goyri E, Higon MA, Martinez-Conejero JA, Gambadauro P,
Garcia G, et al. Endometrial receptivity and implantation are not affected by
the presence of uterine intramural leiomyomas: a clinical and functional
genomics analysis. J Clin Endocrinol Metab. 2008;93:3490–8.
32. Horcajadas JA, Pellicer A, Simon C. Wide genomic analysis of human
endometrial receptivity: new times, new opportunities. Hum Reprod
Update. 2007;13:77–86.
33. Brosens I, Derwig I, Brosens J, Fusi L, Benagiano G, Pijnenborg R. The
enigmatic uterine junctional zone: the missing link between reproductive
disorders and major obstetrical disorders? Hum Reprod. 2010;25:569–74.
34. Ciavattini A, Di Giuseppe J, Stortoni P, Montik N, Giannubilo SR, Litta P, et al.
Uterine fibroids: pathogenesis and interactions with endometrium and
endomyometrial junction. Obstet Gynecol Int. 2013;2013:173184.
35. Horne AW, Critchley HO. The effect of uterine fibroids on embryo
implantation. Semin Reprod Med. 2007;25:483–9.
36. Lash GE, Bulmer JN. Do uterine natural killer (uNK) cells contribute to female
reproductive disorders? J Reprod Immunol. 2011;88:156–64.
37. Kitaya K, Yasuo T. Leukocyte density and composition in human cycling
endometrium with uterine fibroids. Hum Immunol. 2010;71:158–63.
38. Tocci A, Greco E, Ubaldi FM. Adenomyosis and 'endometrial-subendometrial
myometrium unit disruption disease' are two different entities. Reprod
Biomed Online. 2008;17:281–91.
39. Brandon DD, Erickson TE, Keenan EJ, Strawn EY, Novy MJ, Burry KA, et al.
Estrogen receptor gene expression in human uterine leiomyomata. J Clin
Endocrinol Metab. 1995;80:1876–81.
40. Jakimiuk AJ, Bogusiewicz M, Tarkowski R, Dziduch P, Adamiak A, Wrobel A,
et al. Estrogen receptor alpha and beta expression in uterine leiomyomas
from premenopausal women. Fertil Steril. 2004;82 Suppl 3:1244–9.
41. Ishikawa H, Reierstad S, Demura M, Rademaker AW, Kasai T, Inoue M, et al.
High aromatase expression in uterine leiomyoma tissues of African-
American women. J Clin Endocrinol Metab. 2009;94:1752–6.
42. Fujiwara T, Togashi K, Yamaoka T, Nakai A, Kido A, Nishio S, et al. Kinematics
of the uterus: cine mode MR imaging. Radiographics. 2004;24:e19.
Pier and Bates Fertility Research and Practice  (2015) 1:12 Page 6 of 7
43. Lyons EA, Taylor PJ, Zheng XH, Ballard G, Levi CS, Kredentser JV.
Characterization of subendometrial myometrial contractions throughout the
menstrual cycle in normal fertile women. Fertil Steril. 1991;55:771–4.
44. Nishino M, Togashi K, Nakai A, Hayakawa K, Kanao S, Iwasaku K, et al.
Uterine contractions evaluated on cine MR imaging in patients with uterine
leiomyomas. Eur J Radiol. 2005;53:142–6.
45. Orisaka M, Kurokawa T, Shukunami K, Orisaka S, Fukuda MT, Shinagawa A,
et al. A comparison of uterine peristalsis in women with normal uteri and
uterine leiomyoma by cine magnetic resonance imaging. Eur J Obstet
Gynecol Reprod Biol. 2007;135:111–5.
46. Kido A, Ascher SM, Hahn W, Kishimoto K, Kashitani N, Jha RC, et al. 3 T MRI
uterine peristalsis: comparison of symptomatic fibroid patients versus
controls. Clin Radiol. 2014;69:468–72.
47. Yoshino O, Hayashi T, Osuga Y, Orisaka M, Asada H, Okuda S, et al.
Decreased pregnancy rate is linked to abnormal uterine peristalsis caused
by intramural fibroids. Hum Reprod. 2010;25:2475–9.
48. Yoshino O, Hori M, Osuga Y, Hayashi T, Sadoshima Y, Tsuchiya H, et al.
Myomectomy reduces endometrial T2 relaxation times. Fertil Steril.
2011;95:2781–3.
49. Kido A, Ascher SM, Kishimoto K, Hahn W, Jha RC, Togashi K, et al.
Comparison of uterine peristalsis before and after uterine artery
embolization at 3-T MRI. AJR Am J Roentgenol. 2011;196:1431–5.
50. Yoshino O, Nishii O, Osuga Y, Asada H, Okuda S, Orisaka M, et al.
Myomectomy decreases abnormal uterine peristalsis and increases
pregnancy rate. J Minim Invasive Gynecol. 2012;19:63–7.
51. Malvasi A, Cavallotti C, Morroni M, Lorenzi T, Dell'Edera D, Nicolardi G, et al.
Uterine fibroid pseudocapsule studied by transmission electron microscopy.
Eur J Obstet Gynecol Reprod Biol. 2012;162:187–91.
52. De Falco M, Staibano S, Mascolo M, Mignogna C, Improda L, Ciociola F,
et al. Leiomyoma pseudocapsule after pre-surgical treatment with
gonadotropin-releasing hormone agonists: relationship between clinical
features and immunohistochemical changes. Eur J Obstet Gynecol Reprod
Biol. 2009;144:44–7.
53. Di Tommaso S, Massari S, Malvasi A, Bozzetti MP, Tinelli A. Gene expression
analysis reveals an angiogenic profile in uterine leiomyoma pseudocapsule.
Mol Hum Reprod. 2013;19:380–7.
54. Tinelli A, Mynbaev OA, Mettler L, Hurst BS, Pellegrino M, Nicolardi G, et al. A
combined ultrasound and histologic approach for analysis of uterine fibroid
pseudocapsule thickness. Reprod Sci. 2014;21:1177–86.
55. Malvasi A, Cavallotti C, Nicolardi G, Pellegrino M, Vergara D, Greco M, et al.
The opioid neuropeptides in uterine fibroid pseudocapsules: a putative
association with cervical integrity in human reproduction. Gynecol
Endocrinol. 2013;29:982–8.
56. Malvasi A, Cavallotti C, Nicolardi G, Pellegrino M, Dell'Edera D, Vergara D,
et al. NT, NPY and PGP 9.5 presence in myomeytrium and in fibroid
pseudocapsule and their possible impact on muscular physiology. Gynecol
Endocrinol. 2013;29:177–81.
57. Shavell VI, Thakur M, Sawant A, Kruger ML, Jones TB, Singh M, et al. Adverse
obstetric outcomes associated with sonographically identified large uterine
fibroids. Fertil Steril. 2012;97:107–10.
58. Oliva E. Pure mesenchymal and mixed mullerian tumors of the uterus. In:
Nucci MR, Oliva E, editors. Gynecologic pathology: a volume in the series
foundations in diagnostic pathology. China: Churchill Livingstone; 2009. p.
261-329.
59. O'Connor DM, Norris HJ. Mitotically active leiomyomas of the uterus.
Hum Pathol. 1990;21:223–7.
60. Downes KA, Hart WR. Bizarre leiomyomas of the uterus: a comprehensive
pathologic study of 24 cases with long-term follow-up. Am J Surg Pathol.
1997;21:1261–70.
61. Clement PB, Young RH, Scully RE. Diffuse, perinodular, and other patterns of
hydropic degeneration within and adjacent to uterine leiomyomas.
Problems in differential diagnosis. The American journal of surgical
pathology. 1992;16:26–32.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Pier and Bates Fertility Research and Practice  (2015) 1:12 Page 7 of 7
